ABSTRACT In this article I focus on how individuals living with Parkinson's disease manage safety and risk in their participation in alternative and complementary health care. I take a qualitative approach in this research, using semi-structured interviews and grounded theory techniques as means of generating and analysing data. My analysis centres on how these informants construct certain therapies as risk free and therefore safe, and others as risky and thus, inherently unsafe. I discuss the knowledge bases these informants draw on in their evaluations and describe the social contexts in which these assessments take place. While there is a substantial literature on risk in general, as well as the risk society, there has been less interest in micro-level analysis of risk. This article therefore contributes to knowledge through its focus on management of safety and risk in individuals' health-seeking behaviour.
Introduction
In this article I focus on how individuals living with Parkinson's disease manage safety and risk in their use of alternative and complementary therapies. This article emerged out of a broader United Kingdom (UK) study of the experiences of individuals with Parkinson's disease who participate in these forms of health care (Low, 2001) . My analysis centres on how these informants construct certain therapies as risk free and therefore safe, and others as risky and thus inherently unsafe. I discuss the knowledge bases these informants draw on in coping with risk as well as the contextual factors that shape their perceptions of risk. While there is a substantial literature on risk in general, as well as the risk society, there has been less interest in micro-level analysis of risk (Bissell et al., 2001) .
There is a wealth of literature on the concept of risk (Hayes, 1992; Lupton and Tulloch, 2002) and risk society (Giddens, 1990 (Giddens, , 1991 Beck, 1992 Beck, , 1996 Bloor, 1995; Carter, 1995; Turner, 1995; Williams et al., 1995; Petersen, 1997; Lupton, 1999; Tansey and O'Riordan, 1999; Elliott, 2002) . There is debate, among other things, as to whether or not risk should be considered of particular note in contemporary society (Turner, 1995) and whether the ways in which risk is managed are a consequence of the process of modernization, with its attendant breakdown of traditional norms (Beck, 1992) ; or a reflection of postmodern anxieties characterized by such things as widespread distrust of experts and 'a more general sense of cultural disorientation' (Elliott, 2002: 304) . It is not my intention to engage in these debates in this article, rather my purpose is to address critically the image of the active (Nettleton, 1997) or reflexive individual (Giddens, 1991; Beck, 1992; Lupton, 1997; Adkins, 2001; Bissell et al., 2001; Lupton and Tulloch, 2002) which emerges from the literature on risk and society. Most often this individual is characterized as one who, in modernist's renderings, [D] evelop [s] an increasing engagement with both the intimate and more public aspects of [his or her life], aspects which where once governed by tradition or taken-for-granted norms . . . All of which requires planning and rationalization, deliberation and engagement . . . this is the subjective backdrop of the risk society. (Elliott, 2002: 298) According to Nettleton, such an individual is reflected, [W] ithin the discourse of health and health care . . . [which] have contributed to the reconfiguration of the individual . . . from being a relatively 'docile', passive recipient of advice and health care to one who possesses the capacity for selfcontrol, responsibility, rationality and enterprise. (1997: 213-14) However, as Lupton points out, such renderings of the individual 'tend to portray a subject that is non-differentiated . . . there is little discussion of how gender, sexual identity, age ethnicity, social class, and personal biography or life experiences can affect the taking up of "consumerist" or "reflective" positions ' (1997: 374) . Nor is there sufficient attention paid to health: 8(4) the way these social characteristics shape 'differing risk knowledges and experiences' (Lupton and Tulloch, 2002: 319) . In addressing some of these issues I focus on the particular contextual factors affecting the perception and management of risk among a group of individuals living with Parkinson's disease who use alternative/complementary therapies. I also use insights from analysis of their experiences to reflect on assumptions made about the reflexive individual.
Methodology
I used semi-structured interviews and open-ended questioning as a means of gathering data for this research. All the interviews were audio-taped and fully transcribed. Any informant quotations which appear in this article are given verbatim and only edited where clarity of meaning was obscured or to maintain confidentiality. Informants were recruited for this project through the memberships of a branch of the UK Parkinson's Disease Society (PDS) and Young Alert Parkinson's Partners and Relatives (YAPP&Rs). The initial letter of invitation to participate in the study was sent out by these organizations to their entire memberships. This letter asked those people interested in participating to contact me directly. Individuals were eligible to participate in this study if they identified as a person who: lives with Parkinson's disease; had used or was using one or more alternative/complementary therapies; and was willing and able to participate in an interview lasting approximately one hour. Given the subjective nature of definitions of what is and what is not an alternative therapy (Pawluch, 1996; Low, 2004) , individuals were judged eligible to participate in this research if they self-identified as a user of alternative/complementary forms of health care.
In total 391 letters were sent out and 30 responses were received. Of these responses 14 were from eligible participants, 13 were from people ineligible to participate because they did not themselves suffer from Parkinson's disease or had never used alternative/complementary therapies; two from the relatives of PDS members who had died; and one from a woman who felt her degree of disability prevented her from participating. This response rate needs to be understood in the context of four important factors. First, there is significant overlap between the memberships of the PDS and YAPP&Rs. Second, it is estimated that people without Parkinson's disease make up at least one-third of the membership of the PDS which is open to family members, care givers, health care professionals and others who wish to support the society (Yarrow, 1999) . Further, the age distribution of the membership of the PDS likely had an impact on recruitment for this study as roughly two-thirds are over the age of 65, putting them outside of the UK age range most likely to use alternative/complementary therapies (Fulder, 1996; Yarrow, 1999; Thomas et al., 2001) . These three factors significantly reduced the overall pool of potential informants.
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As important, however, is that enough data were collected for me to be confident in my purposes, which are to develop theoretical insights through asking questions about concepts (Glaser and Strauss, 1967) . Moreover, the total number of informants is not ultimately problematic in the case of this research as the units of analysis are concepts rather than people (Corbin and Strauss, 1990) .
Seven women and 7 men participated in this research and their ages ranged from 40 to 70 years; with almost half falling between 50 and 60 years of age. Twelve of the informants are white, one is Afro-Caribbean and one is Asian. Eleven of the people who took part in the interviews self-identified as middle class, one as upper-middle class, one as working class and one informant declined to answer this question. Informants used a variety of different therapies which they defined as alternative and/or complementary including: acupuncture, antioxidant therapy, aromatherapy, aromatherapy massage, Chinese herbal medicine, Chinese wand, chiropractic, cranial osteopathy, herbal remedies, homeopathy, kinesiology, 1 magnetic therapy, osteopathy, reflexology, reiki, therapeutic massage and yoga. With the exception of sex and age, these informant characteristics reflect both the membership of the PDS as well as what we know about the usership of alternative/complementary therapies in the West (Sharma, 1990 (Sharma, , 1992 Fulder, 1996; Yarrow, 1999) . While the male/female ratio is consistent with the gender distribution found among the membership of the PDS (Yarrow, 1999) , it is a slightly higher than usual male rate of usership of these therapies (Fulder, 1996; Blais, 2000; Thomas et al., 2001 ). In part, this is a reflection of the high rates of use of alternative/complementary health care by individuals living with chronic illnesses and disability (Sharma, 1992; Fulder, 1996) and the equal proportion of males and females who make up the membership of the PDS (Yarrow, 1999) . The age distribution of this group of informants also reflects a higher rate of usership of alternative/complementary therapies among older age groups than that found in the general population in the UK and North America (Fulder, 1996; Blais, 2000; Thomas et al., 2001) and is again, partially explained by the popularity of these therapies among people coping with chronic illness and disability (Sharma, 1992; Fulder, 1996) .
The theoretical perspective that informs the findings presented here is symbolic interactionism, where emphasis is on individuals' own understandings of reality as a basis for their actions (Blumer, 1969) . I used a grounded theory approach to data analysis in this research, by which I mean that I allowed emergent findings to guide any subsequent foci of research and analysed the themes that emerged from the interviews by means of comparative coding (Corbin and Strauss, 1990) . In other words, issues raised by informants in each interview were carried forward to be addressed in succeeding interviews. The themes that emerged from each interview were then compared with each other, allowing me to note consensus and convergence among the experiences of these people. The reliability and health: 8(4) validity of this study was engendered through the constant comparison of a series of interviews, where each interview served to validate or refine the conclusions drawn from data collected in the others (Trow, 1970) . The validity of this study was further enhanced through participant review of the analysis, which ensured that the findings accurately reflect the perceptions of the people who took part in this research. My intent in this research is to develop theoretical insights through in-depth analysis of these informants' experiences and is not to be seen as an attempt to generalize at the level of populations (Yin, 1989) . In this respect they should be understood as what Williams refers to as 'moderatum generalisations' or 'generalisations about every-day life ' (2000: 215) .
This study received ethical approval from the UK PDS and De Montfort University. All the people who took part in the interviews were informed verbally and in writing as to the nature and purpose of this research and gave written consent for their participation in it. Informant confidentiality was ensured in the recruitment process where only the informants and I were aware of their inclusion in this project. Finally, participants' identities remain protected through the use of informant-chosen pseudonyms. In addition to maintaining confidentiality, pseudonyms have the added advantage of presenting informants as people, rather than data.
I have chosen to use the collective terms alternative/complementary as well as alternative and complementary in this article for several reasons. First, when referring to their participation in these forms of health care, most of the people who spoke with me indiscriminately used combinations of the terms alternative therapy or medicine; complementary therapy or medicine; and/or alternative and complementary therapies or medicine. Further, while some classed specific therapies as either alternative or complementary, no consistent relationship emerged between type of therapy used and whether or not informants considered it to be alternative or complementary. Moreover, it is simply impossible to arrive at objective definitions of concepts like alternative or complementary therapy (Pawluch, 1996; Thomas et al., 2001) as there is a diversity of meaning given to these concepts which shifts and changes from social context to social context (Low, 2004) and from person to person (Boon et al., 1999) .
Perceptions of risk
Where alternative forms of health care are concerned, the people who took part in this research were, in the words of one informant: 'prepared to try almost anything' (Billie). Despite their openness to participation in alternative/complementary approaches, it is also true that, for almost all of the people who spoke with me, the use of these therapies can entail risk. For instance, Verity told me that participating in alternative/complementary Low: Managing Safety and Risk therapies requires a level of 'comfort' and that one might have to be 'daring' to try them. She said:
I'd recommend anybody with Parkinson's to try whatever they feel comfortable with. And then once they've tried all the conventional, well aromatherapy and reflexology aren't yet quite conventional. Well once they've tried all that and perhaps if they feel a bit more daring then they might visit someone who perhaps does kinesiology and see for themselves. (Emphasis added)
The risks experienced by the people who participated in this research can be grouped into two general categories, the risk of iatrogenesis and the risk of dangerous associations.
The risk of iatrogenesis
A risk mentioned by several of the people who spoke with me was the danger of experiencing 'iatrogenic' effects as a result of their use of alternative/complementary approaches to health care (Illich, 1975: 22) . This particular concern was expressed almost exclusively by informants who used what they perceived as invasive therapies such as acupuncture and herbal remedies. For example, Tom investigated acupuncture prior to using it because he felt there was a higher degree of risk involved in using this therapy than in participating in other forms of alternative/complementary health care. When I asked him why he had secured allopathic assurance of the safety of acupuncture but had not bothered to examine the credentials of his aromatherapist, he said: 'That didn't involve sticking pins in you. I mean when they stick these pins in, those sorts of things, I mean it's a bit more dangerous than having [aromatherapy] oils put on you' (emphasis added). Likewise, Megan felt there was a greater degree of safety in seeing a reiki practitioner than an acupuncturist. In her words: 'Acupuncture is sticking needles in and I thought I don't really want anything to actually go into me; I would rather try something safe' (emphasis added). Variations of this type of explanation were offered by all other informants using acupuncture. For instance, Elizabeth said: I felt [aromatherapy] was something that wasn't perhaps going to affect me so much as perhaps having a needle stuck in me. I felt, to have needles stuck in you, was something that you needed a bit more to be sure about. I felt it was something that perhaps could do more harm than good. (Emphasis added) These informants also perceived those therapies that involved the ingestion of a remedy to be invasive and thus risky. Most often they expressed concern over potential negative interactions between herbal remedies and the allopathic medications they had been prescribed. To illustrate, Ian, who was considering trying Ginkgo biloba, said: 'I suppose I ought to [ask my GP] because I don't want to clash between that and the medication'.
Informants' perceptions of the risk of iatrogenesis were enhanced by a variety of factors. For example, Eva's worries about possible negative interactions between herbal remedies and Parkinson's medication were health: 8(4) heightened by her knowledge of adverse effects experienced by a family member who had taken herbal and allopathic medicines concurrently, as well as warnings of this risk she had read about in the newspaper. In her words:
I've been tempted to ask the doctor about St John's wort; there's a lot of controversy over it. My daughter-in-law told me that her father started using it, but he's got a heart condition and the doctor told him to try to see how he went and they tested his blood and everything after it. They found that he couldn't use it. It was interfering with his heart medication. Because I read somewhere once where something that had got dopamine in it, people were taking it by the bucket-load sort of thing, but this was doing more harm than good because it was different reactions in the body or something.
Likewise, Elizabeth's perception of her vulnerability to iatrogenesis was amplified by the specific location of the acupuncture clinic she visited in addition to the ethnic background of the practitioner. In her words:
I did feel there that I'd gone to a bit of a backstreet clinic really. She was Chinese and said she was a doctor, but, I mean, she wore a white overall and spent a long time listening to my pulse, studying my tongue. It was near East Park Road as well, the area. I thought am I doing the right thing?
Also contributing to informants' sense of risk in this regard are the appearances of some treatment locations, which, in their eyes, are neither professional nor clinical. In elaborating on what had frightened her about the acupuncture clinic, Elizabeth said: 'It was a dark and dingy room, you know. It had got all these bottles and all these potions'. Likewise, Steve was disturbed by the non-clinical environment of the location in which he was to have his acupuncture treatment. He told me:
That was another thing that put me off a bit as well. It wasn't how I think it should have been. It wasn't sort of shining. You see, I compared this acupuncturist layout with where I went for massage. There was no comparison whatsoever. Oh crikey! The acupuncturist was a little bit tacky. It wasn't clean, it didn't look clean, it looked dowdy.
Finally, for some of these informants, attendant on the risk of iatrogenesis is the risk of personal culpability for complications ensuing from participation in alternative/complementary therapies. For example, Billie said:
You always have that fear that if you try something and you get into deep water, who is going to get you out of it? And if you go and say to your specialist: 'I've done such and such a thing', does he turn round and say: 'Well, you've only got you to blame'?
The fear of being held personally responsible for negative outcomes in using alternative approaches to healing enhanced these informants' perceptions of the risk of iatrogenesis.
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The risk of dangerous associations
In their pursuit of alternative/complementary healing, a more generalized perception of risk for these informants is the risk of dangerous associations. More precisely, the danger of being swindled or getting involved with individuals Raj characterizes as 'bad people'. For instance, some informants told me that the user of alternative/complementary therapies needs to be on guard against being duped by charlatans. According to Verity and her husband:
In this field of complementary therapy, I'm sure there are all sorts of charlatans within this area. This lady that we had wasn't one. (Husband) She said, 'I don't want to see you again for five months unless you need to see me, because the work we've done today,' she said, 'won't come to fruition until about then'. And I thought, well, this woman is definitely no charlatan or she would have been having me back straight away. She's there if I need her and if it's something ongoing, but as I say, she's certainly not a charlatan. (Verity) In addition to the fear of being duped by charlatans, some of the people I spoke with felt their use of alternative/complementary therapies put them in danger through association with people they believed were involved in other types of illicit activity. For example, Raj was concerned because he found it difficult to distinguish therapeutic massage from other types of massage service advertised. His perception of this risk was heightened by his sense that, as a person living with disabilities, he is particularly vulnerable to dangerous associations. In his words:
In my condition [having a chronic, disabling condition], I wouldn't want to go somewhere and get stuck with a bad group of people for instance. I want something where I know I go and get just what I want and I come back . . . In the local newspaper you've got a lot of these ads for these massage clinics and all this. So when I phoned her it was nothing more than a brothel really. Because, you know, they advertise it as a [therapeutic massage service]. When you read the advert you think it's something, but it isn't. (Emphasis added)
Managing risk
The people who spoke with me used a variety of means of managing the risks they perceive are associated with participation in alternative/complementary forms of health care. They include: seeking personal recommendations, acquiring endorsements from allopathic health care professionals, checking credentials, rationalizing risk, being sceptical and seeking guarantees.
Managing the risk of iatrogenesis
In the case of invasive therapies, which these people feel put them at the risk of iatrogenesis, a few informants relied on personal recommendations as a means of ensuring their safety in their participation in these forms of health: 8(4) health care. Megan put it this way: 'A friend of mine left me [the acupuncturist's] card. So it was through a friend. Because of knowing her, I suppose. A friend of mine has been to her and it seemed safe'. However, most often they managed this risk by seeking endorsements from allopathic health care professionals. According to Eva: 'Apparently this St John's wort [has] got dopamine in it. So this is why I wanted to ask the doctor first'. Likewise, Elizabeth said: I did ask one or two people before I tried acupuncture what they thought, including my doctor. This other particular friend is a health visitor and she said: 'I'll check some of them out for you'. I think a nurse knows what to look for.
Closely related to securing allopathic medical recommendations in managing the risk of iatrogenic problems was verifying the credentials of alternative/complementary practitioners. It should be noted that in the UK context these informants are able to opt between medically and nonmedically trained practitioners for acupuncture. According to Tracey: 'My GP recommended that I try acupuncture and the GP I was with then actually had a doctor who performed acupuncture, who was trained to do it' (emphasis added). Similarly, Steve told me: 'I phoned up. They belong to a body, the acupuncturist body. I just went down the list and thought, well, that's the nearest one I'll go and try him.' Likewise Tom said:
I phoned somebody up and said, 'could you send us a list of acupuncturists that are genuine?'. She said, 'Yes, and this chap, he's on the register'. I thought I'd better check up first. I didn't want to go to someone that didn't know what they were talking about, [who] just stuck pins in you.
Despite her preference for personal recommendations, even Megan told me she: 'checked out the qualifications in terms of acupuncture'.
In addition, several informants managed the risk of iatrogenesis by rationalizing it in some way. 2 For instance, Elizabeth rationalized this risk by speculating that she had not had enough treatments. She said: 'It made it more sore, more painful. But [my reflexologist] said to me: "Reflexology, well sometimes it does get worse at first. It shows it's working". So I said: "Perhaps I didn't give it long enough" '. Conversely, Billie rationalized this risk by positing that the dosage of her therapy was too high. She told me: 'Yes, but the trouble was I had too great a dose and it interfered with the Parkinson drug and I became very, very agitated because I hadn't got any drugs getting through; they were taking such a long time'. She rationalized the pain she experienced during a reflexology treatment in much the same way. In her words:
I felt a lot worse following it. Probably because the young lady that was doing it gave me the full time and I think it was too much. I was too tired. I felt totally drained, exhausted and my feet hurt afterwards and it was painful to walk. And I just felt that probably if she'd have given me a quarter of that time and gradually worked up it might have been better.
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In contrast, Steve's rationalization involved blaming bad judgement and bad luck in his selection of an acupuncturist. He told me: 'Maybe that's just a bad experience. I chose the wrong one perhaps, I don't know'; and Eva rationalized the risk of iatrogenesis by invoking individualist etiology. In her words:
But I look at it like this: you could give my mother-in-law penicillin and she'd blow up like a balloon and come out in big red blotches. Give it me and I'm all right. It's the same with St John's wort. You can give it one person, it can do them harm; you can give it another person and you can feel on top of the world and do them the world of good. It's the same with all medicines. It can suit most people but there'll perhaps be the odd one that gets ill effects after it.
Finally, Tracey rationalized the risk of iatrogenesis by blaming practitioner technique. She said: 'Acupuncture I find very painful. It's supposed to be painless but I find it quite painful . . . I think it was the way he stuck the needles in'.
Managing the risk of dangerous associations
These informants used a variety of techniques in managing the risks of being duped by charlatans or falling in with 'bad people' (Raj). In contrast to the methods informants employed in managing the risk of iatrogenesis, there was no relationship between type of therapy used and means of managing the risk of dangerous associations. To illustrate, avoiding being duped means Verity arms herself with scepticism. In her words: 'No one would sell me a sort of second-hand car with anything wrong with it because I'm so sceptical'. Megan, on the other hand, relied primarily on personal recommendations to protect her from charlatans. She told me:
Well, you've got to check out their qualifications first, but then they could be fabricating them. My first rule would be don't go to anybody unless they'd been recommended. So I suppose, unless you went to two or three, say, acupuncturists, I don't suppose you'd know really because you'd have nothing to compare it against, whether they were charlatans or not. So it's important to know who you're going to, which is why I do it through a person.
In contrast, Tom and his wife felt confident they had avoided the risk of being duped by seeking out guarantees of the efficacy of the therapy. For instance, Tom's wife said: 'And that's guaranteed. If after six months it's got no benefit you can get your money back' and Tom replied: 'This thing [magnetic wrist band], it's just one payment and I have it for the rest of my life'. Finally, Raj managed the risk of becoming involved with what he termed 'bad people' in several ways including seeking personal recommendations from among the Asian community, checking credentials, looking for a professional atmosphere and securing allopathic health care endorsements. In his words:
Well, because she wasn't advertising in the newspaper columns to start with, and then the shop I'm talking about, this is a nice shop, a lot of family: woman, son health: 8 (4) and so on. She does it at her home. She's got a sort of, a kind of clinic in her room which is all equipped with these special table[s]. She's got all that and I feel quite comfortable there. And this lady, she worked in the, I think she had been in the hospital somewhere for many years. The hospital should recommend somebody . . . I think [credentials] help; it does give you some assurance that she's not sort of just off the road somewhere. That proves a little bit that she knows something.
Discussion
According to Elliott, as competent reflective agents, we are aware of the many ways in which a generalized 'climate of risk' presses in on our daily activities . . . We are specialists in carving out ways of coping [with] and managing risk, whether this be through active engagement, resigned acceptance or confused denial. (2002: 293) Likewise, the people who took part in this research managed the risks of iatrogenesis and dangerous associations in a variety of ways, including: personal recommendations, endorsements from allopathic health care professionals, checking credentials, rationalizing risk, being sceptical and seeking guarantees. The contexts which shape their perceptions of risk, and the means by which they manage the risks of participation in alternative/complementary forms of health care, challenge some of the assumptions made about the reflexive nature of the contemporary individual and lend support to others.
The image of the individual found in the wider literature on risk is more often than not one of a calculating, critically reflective person able to logically assess risk and contest expert discourses. As Lupton asserts: 'Writers . . . [tend] to privilege above all a conscious and rational state, involving continual monitoring and criticism based on a challenging approach ' (1997: 380) . In a similar vein, Rowsell et al. argue that 'when making judgements about risks, people draw on scientific information and discourse . . . [but] , along with a greater familiarity with scientific developments there is growing uncertainties involved in such knowledge ' (2000: 205-6) . Moreover, Bissell et al. speculate 'that users of alternative/complementary therapies would be more critically reflexive ' (2001: 21) as they are less likely to hold medicalized views about health and healing. However, as Lupton (1997) points out, these authors are inclined to present an image of the individual which is static and which does not take into account how social contexts and personal experiences can promote or mitigate against reflexive or consumerist attitudes and behaviours; or for that matter, how these contextual factors shape lay perceptions and management of risk.
To illustrate, for two of the people who took part in this research, ethnic background and social class play a role in management of the risk of dangerous associations and perceptions of the risk of iatrogenesis. For example, Raj, who immigrated to the UK from North India, managed the risk of Low: Managing Safety and Risk dangerous associations by seeking recommendations for a masseuse from his local Asian community. Conversely, Elizabeth, who is white and middle class, found that her perception of risk was heightened because her acupuncturist was Chinese and the treatment location was near a lowincome area that is home to a large Asian community.
Age is also a factor in how these informants perceive and cope with risk. Older people may feel they are more vulnerable to risk; may be less likely to have taken on postmodern sensibilities characterized by a distrust and/or rejection of expert discourses (Lyotard, 1990; Elliott, 2002) ; and may not fit a consumerist model of health-seeking behaviour which posits a critical perspective on medical science (Lupton, 1997) . Rather, they are more likely to be dependent on medical expertise where their health is concerned. Indeed, Mary, who was 70 at the time of the interview, relied on medical endorsement before she felt it was safe to participate in any alternative or complementary therapy. In her words:
[My consultant] said: 'Well, I don't tell you you can't take it, but they've not been tested'. And that decided me. I said to my husband: 'Oh! I won't do anything without the doctors, take any tablets or anything without the doctor saying about them, would I?' I'd have to be absolutely sure that's it's been tested, that's the main thing, medical [testing] .
Relative health status is also at issue in lay perceptions and management of risk. It can be argued that people with chronic, progressive physical disabilities like Parkinson's disease are more vulnerable to risk of all kinds. For example, the following excerpt from Billie's interview illustrates the kind of physical jeopardy people with Parkinson's can find themselves in. She said:
You think you're doing very well and all of a sudden you switch off . . . When I started getting rigidity [my husband] used to take me to the hairdressers and then he used to go and do his bits like at the bank, and I used to puddle up from the hairdressers which was a short distance away from the clock tower. And one day I was crossing the road and I became rigid and I couldn't move. And I don't know where I got the effort to be able to carry on because once you become rigid you stop where you are and all that happens is your knees buckle and you're on the floor.
It is not surprising therefore that Raj told me that his perception of the risk of dangerous associations was heightened by his compromised health status. His experience is supportive of Lupton's critique of images of autonomous, reflexive individuals, which do not acknowledge that 'dependancy is a central feature of the illness experience ' (1997: 379) . Therefore these informants' status as people living with chronic illness and disability shapes how they manage risk and, further, raises questions about the general applicability of the concept of the patient as critical health care consumer. A construct which Lupton argues 'fails to recognize the often unconscious, unarticulated dependence people have on doctors ' (1997: 379-80). For health: 8(4) instance, in managing the risk of iatrogenesis, these informants were eager for medical and professional endorsements. They made use of allopathic medical expertise by securing referrals from health care professionals, by locating medically trained practitioners and by verifying the credentials of their alternative/complementary therapists.
Another contextual factor shaping these informants' perceptions of risk and constraining their ability to exercise reflexivity in managing risk in their use of alternative/complementary forms of health care is the lack of information about these therapies (Rowsell et al., 2000) . Megan characterized it as 'ventur[ing] into the unknown'. This lack of information is due in part to the dearth of medical expert advice about alternative/complementary approaches to health care. While there is some recognition by medical professionals that 'doctors need to know the basics of complementary and alternative medicine so that they are better able to advise patients' (Ascher, 2001: 45; see also Ernst, 2000) , many physicians admit they have little knowledge of these forms of health care (Perlman et al., 1999; Zollman and Vickers, 1999) . As Tom pointed out, in his experience, medical and other health care professionals are unlikely to be able to provide information about these therapies. He said:
It's not easy with therapies, it's left to your own devices to find them out. There's not many people that know about them. I mean, you don't get any leaflets in doctors that tell you about these alternative treatments, only the basic drugs, they've got injections and Madopar, tablets. That's all you get.
Of particular relevance is that there is little in the way of information about the potential risks involved in using these therapies (Ernst and Barnes, 1998; Ernst, 1999) . For instance, in relating his concerns about using herbal remedies, Ian told me of the difficulty he encountered in finding information relating to the safety of Ginkgo biloba. He said: 'That is the problem at the moment. There's no indication of what strength it is.' The lack of medical information about these therapies reflects their continued marginal status vis-à-vis mainstream health care systems (Saks, 1995) . However, many of these informants also lacked a desire for detailed knowledge about these therapies. Quite simply, with the exception of their use of acupuncture and herbal remedies, very few of the people who spoke with me conducted their own research prior to using these therapies. Those who did most often relied on popular media or the Internet as sources of information. For example, Eva told me: 'Well, I'd read about it. The library has got quite a lot of books on colour, crystals, faith healing and this homeopathy and I read about it.' Megan preferred to find out about therapies through using the Internet, which she humorously styled 'the font of all knowledge'. Further, in contrast to Kacperek's (1997) respondents, most of the people I spoke with did not know if the therapist they consulted had any formal training. The only exception concerned informants' management of the risks of iatrogenesis where the existence of a register of Low: Managing Safety and Risk medically trained acupuncturists in the UK means these informants where easily able to investigate the credentials of their practitioners. In short, these informants were ready and willing to try the vast majority of these therapies without much in the way of active reflection on the potential risks involved. For example, Tom said: 'I'll try anything to see if it helps.' Their lack of desire for knowledge about the possible risks involved in using alternative/complementary health care demonstrates these informants' belief, and the general lay perception, that those therapies they define as non-invasive are also non-iatrogenic and consequently safe to use (Boon et al., 1999; Johnson, 1999; Boutin et al., 2000; Low, 2004) . In addition, their unreflective readiness and willingness is related to a salient aspect of their 'personal biographies' (Lupton, 1997) , namely that they are people living with Parkinson's disease, a serious chronic, progressive and debilitating condition for which there is no cure and little in the way of long-term palliative treatment (Pentland, 1999) . Billie put it this way: 'When you have anything wrong with you you're prepared to try almost anything'.
Another aspect of the reflexive individual thesis, that such individuals have been loosed from the fetters of tradition and normative structure (Adkins, 2001) , is also not supported by the experiences of the people who took part in this research. For instance, the role that the appearance of the treatment location plays in how these informants construct a therapy as risky, as well as how they manage that risk, demonstrates that the reflexive individual who is no longer 'governed by tradition or taken-for-granted norms' (Elliott, 2002: 298) is still subject to at least some general sociocultural processes and rules. In Lupton and Tulloch's words, those 'unarticulated assumptions, moral values and practices in people's responses to risk . . . [which are] shared, developed through acculturation and are often non-reflexive in that they are taken for granted ' (2002: 319) . In the case of these informants, the socio-cultural process at issue concerns the divisions we make between sites of danger and purity (Douglas, 1969 (Douglas, , 1986 (Douglas, , 1992 . In other words, people construct some areas and practices as risky and others as risk free, despite any hazards associated with the latter. For instance, for Tom, the homey feel of his acupuncturist's treatment location reduced his feeling of risk about the therapy. He said: 'It was a big old house. There were armchairs in there, not medical, not clinical I should say. Not like you get when you go [to the doctor]. It was quite relaxing'. In contrast, Steve was not reassured by the same sort of home-like appearance in his visit to the acupuncturist. In his words: 'It put me off . . . It was like a front lounge with a chair and couch and stuff like that'. That appearance is at issue in these informants' constructions of risky locations is also illustrative of Douglas' notion that 'dirt is matter out of place ' (1969: 36) . For example, Elizabeth was concerned about the nature of her treatment location because, in her words: 'Her treatment room is off the kitchen and you have to walk through the kitchen and it's piled high with dirty dishes'. While the presence of dirty dishes are usually not a cause for concern in a health: 8(4) kitchen, the same dishes become threatening when they are associated with a treatment location.
However, a further key assumption of the reflexive individual thesis is the process of the individualization of risk. In other words, that 'human agents confront socially produced risks individually' (Elliott, 2002: 305) . These informants' rationalizations of the risk of iatrogenesis do lend support to the argument that 'risk-exposure and risk-avoidance is a matter of individual responsibility and navigation' (Elliott, 2002: 305) . For instance, in their rationalizations these people do not see the risk of iatrogenic problems as residing in the social organization of health care systems, rather they are 'self-produced and individual problems' (Lupton and Tulloch, 2002: 331) . Elizabeth rationalized that she gave up on reflexology too soon and, while Tracey does not blame herself for the iatrogenic effects of acupuncture she experienced, she blames individual practitioner technique. Further, that some of these informants feared that they were at risk of being blamed for any negative consequences incurred in their use of alternative/complementary therapies illustrates prevailing discourses which emphasize personal responsibility for matters of health and illness (Nettleton, 1997; Adkins, 2001) . Individualization of risk is also evident in the ways these people manage dangerous associations. The individual must be vigilant against the risk of charlatans, they themselves must be sceptical, and they must take individual responsibility for getting involved with 'bad people' (Raj).
In sum, while analysis of the experiences of the people who took part in this research do support the individualization of risk argument, the findings from this research call into questions several other aspects of the reflexive individual thesis, including: the assumption that contemporary individuals are always able to exercise autonomy, that they are always critically reflective, that they are consumerist and that they are free from the 'rules, norms, and traditions of modernity' (Adkins, 2001: 35) in how they perceive and manage risk. As Grinyer points out: 'Amongst the lay public there is a wide differential in the ability both within and between individuals, under a variety of conditions, to manage information and risk situations ' (1995: 49) . In the case of these informants, contextual factors including age, social class, ethnic background, health status; and the lack of information, shape and constrain their reflexive capabilities. Likewise, their beliefs about the inherent safety of most alternative/complementary therapies, coupled with their relative lack of desire for detailed knowledge about these approaches to health and healing, affects their perceptions and, by extension, their management of the potential risks involved in using alternative/complementary health care. Adkins (2001) notes that the representations of the reflexive individual in the literature on risk are ideals. However, ideal types which stray too far from everyday reality and diversity are reduced in analytic utility. Thus I argue that the criteria that make up the reflexive individual are better
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understood as a set of potential human capabilities and a set of criteria for successful risk management in contemporary society than they are necessarily representative of lay experience and management of risk. As Elliott writes: 'One must be able to deploy certain educational resources, symbolic goods, cultural and media resources, as well as cognitive and affective aptitudes in order to count as a "player" in the privatization of risk detection and risk management ' (2002: 304) . However, if these are the rules of the game of risk management, many people with chronic illness and disability are significantly disadvantaged in how this game plays out, as 'people who can not deploy such capabilities, often the result of various . . . inequalities, are likely to find themselves further marginalized in a new world order of reflexive modernity' (Elliott, 2002: 304) .
Notes
1. The alternative/complementary therapy kinesiology, which is referred to in this article is not to be confused with any academic discipline of kinesiology. According to Verity, kinesiology is a programme of healing which incorporates elements of therapeutic touch, energy work, nutrition, detoxification therapy, metaphysical healing and creative visualization as healing techniques. I have heard of a similar grouping of healing modalities referred to as The Result System in the Canadian context. 2. Rationalizing risk is a 'generic social process' (Prus, 1997: xi-xii) used in other social contexts. See, for example, Walters' (1994) discussion of how nurses manage work-related risk.
